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PEPFAR Technical Guidance in Context of COVID-19 Pandemic

In January 2020, a novel coronavirus, severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2), was
identified as the causative agent of an outbreak of viral pneumonia centered in Wuhan, Hubei, China. The
disease caused by this virus is called coronavirus disease 2019 (COVID-19). The disease is now
widespread, and every country in the world has reported cases. https://who.sprinklr.com/.

PEPFAR continues to leverage its investments in USG personnel, implementing partners, and health
infrastructure, including labs, health facilities, and supply chains as well as human resources for health for
HIV and, as possible, for health security needs. PEPFAR has specifically and continually strengthened
more than 3,000 laboratories, 28 national reference laboratories, 70,000 health care facilities, and over
290,000 health care workers — the vast majority in Sub-Saharan Africa. Partner countries have leveraged
these robust health care delivery, data, diagnostic, surveillance, and pandemic response systems and
capacities to swiftly and effectively prevent, detect, and respond to various other outbreaks, such as
Ebola, avian flu, cholera, and COVID-19, while advancing HIV efforts. COVID-19 is the latest challenge, but
PEPFAR investments ensure that pandemic preparedness capacities are resilient, responsive, and
enduring for countries to sustain epidemic control of HIV.

Widespread disturbances of international travel and shortages of medical supplies have led to challenges in
the provision of medical care. In the areas hardest hit, medical facilities have been overwhelmed by large
numbers of COVID-19 patients. Stay-at-home orders and staff illness provide additional challenges.
Throughout the COVID-19 pandemic, PEPFAR has remained committed to continuing essential HIV
prevention and treatment services, while maintaining a safe healthcare environment for clients and staff. In
order to meet our commitment to uninterrupted care and treatment for PLHIV and the prevention of deaths
among PLHIV due to HIV associated co-morbidities, PEPFAR has been committed to adapting HIV services, so
that PLHIV have the best possible outcomes within the context of stretched healthcare systems.

More than several months into this pandemic, we still have much to learn but we also have a much
better understanding of how to prevent COVID-19 transmission. Many government, commercial, health
and social activities have resumed. PEPFAR recognizes the dynamic and unpredictable nature of the
COVID-19 pandemic; ongoing case-by-case and context-specific assessments will be essential to
determine when activities should be resumed, modified or even paused again. Context-specific factors
that may be used to help decision making include case rates, lockdowns, school closures and USG mission
status. Safety of staff and clients should be paramount in all planning by USG country teams and their
partners. Some COVID-19 spurred innovations in HIV service delivery were client-centered, effective and
resource-efficient; such innovative approaches should be incorporated into routine programming. We
know that COVID-19 caused deferral of HIV testing, treatment and prevention services, and so HIV
services will not only need to be resumed but accelerated in order to make up for that deferred care and
get back on the robust path to epidemic control.

The evidence on the impact of COVID-19 amongst PLHIV emerging. A growing body of evidence suggests
that PLHIV are at risk for severe COVID-19.See here and here. We will continue to monitor the science
and will communicate important advances. HIV virological suppression is a critical intervention that
improves the health of all PLHIV, and PEPFAR is committed to ensuring that PLHIV have uninterrupted
care.


https://who.sprinklr.com/
https://www.pubfacts.com/detail/33936793/Human-immunodeficiency-virus-and-mortality-from-coronavirus-disease-2019-A-systematic-review-and-met
https://pubmed.ncbi.nlm.nih.gov/33587448/
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Technical guidance is provided here for a variety of PEPFAR issues and will be updated routinely as the
situation evolves.
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1.

Guiding principles for the provision of services in PEPFAR-
supported countries during COVID- 19 Pandemic

Protect the gains in the HIV response:

Continuity of treatment for PLHIV is the foundation of PEPFAR programs during the COVID-19
pandemic. Several strategies are available and detailed in this document. Multi-month dispensing and
decentralized delivery of medication form the basis of the PEPFAR strategy to maintain PLHIV on ART.

The COVID-19 pandemic has highlighted the need to focus attention on site safety. COP 21 guidance
emphasizes the importance of and the need for robust implementation of infection prevention and
control (IPC) at PEPFAR supported health facilities. All PEPFAR programs should incorporate the
implementation and monitoring of IPC interventions (i.e., administrative, environmental and personal
protection) as an integral component of quality HIV care services at all PEPFAR supported facilities.
All implementing partners should have dedicated resources to this activity and should incorporate
them into their routine QI/QA processes.

The safety of PEPFAR-supported staff must be assured. Programs have learned how to provide client
services safely and should be able to access recommended PPE more readily. If client services cannot
be adapted to be performed safely, they should not be performed and the SGAC Chair/PPM should be
informed.

Reduce risk of transmission of COVID-19 among clients served by PEPFAR and PEPFAR-supported
staff:
o All PEPFAR programs are under Chief of Mission authority; therefore, country teams and
implementing partners should follow Embassy Front Office direction on all programming that
requires personnel movement.

o Inthe setting of community transmission of COVID-19, particularly during escalations of
transmission, minimizing patient contact with health facilities reduces risk to recipients of care
and reduces the burden on these facilities.

o Community programming should support social distancing and the use of alternative methods
of communication to maintain contact and provide support to enrollees. These methods
include virtual and digital platforms such as calls, SMS, social media, WhatsApp. Plans should
be in place to adapt programming should service be disrupted. Most community programming
that requires in-person contact can be safely resumed.

o Group-based activities should follow local guidelines for large gatherings. In-person group-based
activities may need to be adapted to assure safety of the participants but should be safely
resumed as soon as possible.

® In consultation with host governments, PEPFAR Operating Units (OUs) have flexibility to
determine how best to continue to serve clients with HIV prevention and treatment services in
areas affected by COVID-19 using the FAQs as a guide.
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2. Today’s Updates

e Text has been updated to reflect growing understanding of the relationship between HIV and COVID-
19

e Highlighting link for CSO field observations and feedback on this guidance — see
https://www.surveymonkey.com/r/V7RJW59

3. Role of PEPFAR Coordination

What is the role of PEPFAR Coordination Offices in the larger USG COVID response?

PEPFAR Coordination Offices have stepped up to serve our broader U.S. interests during the COVID-19
disruption and we commend them for exceptional efforts under very trying circumstances. PEPFAR
Coordination Offices should remain acutely focused on coordination of the PEPFAR program; this is the
congressional appropriation for which PCOs are held accountable, and S/GAC depends on the oversight by
the PEPFAR Coordination Office during this time. Beyond any Chief of Mission directive, involvement in the
larger USG COVID response should be based on and limited to the intersection of HIV, HIV/TB and COVID-
19. PEPFAR Coordination Offices should stay abreast of the ways in which PEPFAR program investments are
being leveraged for the larger USG COVID-19 response and potential adaptations necessary to implement
the PEPFAR program safely in an environment of COVID-19. PEPFAR Coordination Offices are not, however,
responsible for coordinating the larger USG COVID-19 response.

4. Basic information about COVID-19

How is COVID-19 spread and what can people do to protect themselves and others in community and
other non-healthcare settings?

The best way to prevent illness due to COVID-19 is to avoid being exposed to the virus.

The virus spreads mainly from person-to-person and especially between individuals who are in close contact
(within 1-2 meters) from infected respiratory droplets produced when an infected person coughs, sneezes
or talks. COVID-19 may be spread by people who are not showing symptoms.

Personal Protective Behavior refers to taking personal responsibility for one’s own behavior and not
endangering anyone else. Separation from other people, respiratory hygiene,(e.g., sneezing/coughing into
disposable tissue or elbow, hand hygiene (see links under hand hygiene), close fitting face coverings which
cover the nose and mouth, and avoiding large gatherings are all critical interventions each person can take
to prevent the spread of COVID-19.

In the health care setting health care workers should wear a medical mask continuously, from the beginning
of their shift to the end. This is called continuous medical masking. All visitors and clients of the facility
should wear face coverings as described above. This is called universal source control.

Are people with HIV at greater risk for severe COVID-19?

Emerging information suggests that individuals with HIV may be at greater risk for severe COVID-19. Well
established risk factors for severe COVID-19 include older age, obesity, diabetes and hypertension.
Individuals with HIV who are over 50 comprise up to a third of those receiving treatment in some programs.


https://www.surveymonkey.com/r/V7RJW59
https://www.cdc.gov/oralhealth/infectioncontrol/faqs/respiratory-hygiene.html
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Many of these people have comorbidities, and thus have multiple risks for severe COVID-19. It is for this
reason that PEPFAR has been permissive for the delivery of drugs for co-morbidities within the context of
MMD and DDD. ltis as yet unknown whether treatment of these comorbidities mitigates risk for severe
COVID-19. Individuals with advanced HIV disease appear to be at greater risk for severe SARS CoV-2 (see
here). The US HHS guidelines have recommended prioritizing PLHIV for receipt of vaccine. (link); all PLHIV in
PEPFAR programs should be offered vaccine when it becomes available.

Can people with HIV receive the COVID-19 vaccine?

Yes. People with HIV should be offered SARS-CoV-2 vaccines when they become available, regardless of CD4
count or viral load level. Efficacy data are still limited for the current licensed vaccines, but we do not
expect there to be a safety difference. People with well controlled HIV typically respond well to licensed
vaccines. Information for recipients of care may be found here.

When will clients and staff in programs supported by PEPFAR have access to vaccines?

There are now several vaccines that are authorized for use in more than one country. International
distribution planning efforts are underway, however are not within the purview of the PEPFAR program.
Guidance from the USG will be disseminated as it is available.

More information can be found here and here.

Is there a new coronavirus circulating?

Viruses commonly mutate over time, which can change some of their characteristics-for both good and bad.
Since December 2020, three independent variants that appear to spread more quickly and easily than other
strains (i.e., more transmissible) have been reported. These variants were originally detected in samples
from the United Kingdom (B.1.1.7), South Africa (B.1.351), Brazil (P.1) and most recently India (B.1.617),
with increasing reports of detection in a number of additional countries. Evidence is mixed on whether
these variants cause more severe illness..

Diagnostic tests do not seem to be significantly affected at this time. Available data on vaccine efficacy
against variants is different across each of the vaccines.Available evidence demonstrates robust protection
against severe disease and death. Additional studies, including evaluations of in vitro diagnostics and
serological tests are in progress. More information can be found here.

Attention to personal protective behaviors remains critical to mitigating the spread of SARS-CoV2, including
these variants and any variants that may arise in the future. It will be important to continue monitoring for
new information about these and other variants, including potential impact of variants on

transmissibility, reinfection risk, virulence (i.e., greater ability to cause severe illness), performance of
diagnostic tests and vaccine efficacy.

More information can be found from UNAIDS here and from CDC here and from WHO here.

5. Human Resources for Health (HRH)

Can PEPFAR funds be used to pay for COVID testing for PEPFAR staff (HRH) to ensure continuity of HIV
services?


https://clinicalinfo.hiv.gov/en/guidelines/covid-19-and-persons-hiv-interim-guidance/interim-guidance-covid-19-and-persons-hiv
https://www.unaids.org/sites/default/files/media_asset/covid19-vaccines-and-hiv_en.pdf
https://www.cdc.gov/vaccines/covid-19/hcp/mrna-vaccine-basics.html
https://www.cdc.gov/coronavirus/2019-ncov/vaccines/different-vaccines/mrna.html
https://www.cdc.gov/coronavirus/2019-ncov/transmission/variant.html
https://www.cdc.gov/coronavirus/2019-ncov/more/science-and-research/scientific-brief-emerging-variants.html
https://www.cdc.gov/coronavirus/2019-ncov/more/scientific-brief-emerging-variant.html
https://www.who.int/csr/don/31-december-2020-sars-cov2-variants/en/
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PEPFAR IPs may use funds from their PEPFAR program management budgets to pay for COVID-19 testing,
test kits and testing supplies ONLY for the purpose of providing COVID testing for PEPFAR-supported IP staff
(HRH) as necessary to ensure safe, uninterrupted delivery of HIV services.

The use of PEPFAR funds for this purpose would be subject to the usual agreement conditions including, OU
Agency lead and AOs/COs or project officer approval. IPs should follow local policies, guidelines, and SOPs
for when such testing is indicated.

How should PEPFAR partners approach staffing for resuming services?

Over the past several months, PEPFAR programs have rapidly modified their staffing and service delivery
models to maintain essential HIV treatment and prevention services and support the local COVID response
as possible. PEPFAR has continued to deliver essential HIV services through reconfigured health provider
teams, advanced task-sharing for essential HIV services, and repurposed or redeployed staff. PEPFAR-
supported staff have been able to meet clients’ needs despite challenges including health worker
absenteeism due to quarantine, COVID infection and/or overall social disruption.

In the coming months, countries may move through various states of opening (some fully reopened) and
potentially new shutdowns, depending on the pandemic’s path. PEPFAR programs will need to remain
flexible in their management of the health workforce, with the safety of health workers and clients
remaining the highest priority.

As countries reopen after lock-down, PEPFAR programs should resume treatment and prevention
activities if they can be performed in compliance with national government and health authority guidance,
and safely, with appropriate social distancing and other modes of protection to minimize transmission of
COVID-19. As services resume, PEPFAR programs should remain committed to supporting the safety of
PEPFAR-supported HCWs. Programs should procure sufficient health worker supplies, including PPE, to
resume HIV services delivery safely. PEPFAR-funded staff hired through the MOH will be required to
follow government policies for resuming work and PEPFAR programs should support such staff to do their
work safely. PEPFAR-supported cadres should continue to follow host government guidance on conducting
home visits while using strategies to limit levels of in-person interactions in order to continue to minimize
risk of COVID-19 transmission. To the extent possible, PEPFAR programs should continue the use of
community-based services and telehealth to minimize risks to HCWs.

As the response to the COVID-19 pandemic continues, PEPFAR programs should continue to stay abreast of
health worker challenges and constraints and continue to track changes made to HCW staffing. PEPFAR
programs should have contingency staffing plans in place to support rapid adjustments in case of additional
lockdown scenarios, staff shortages due to staff illnesses, or increases in local COVID case rates.

As services reopen, what are the recommended actions if there are any additional diagnosed cases of
COVID-19 among health workers?

PEPFAR programs should make all efforts to protect community- and facility-based HCWs in the provision of
services to clients. This should include implementing procedures in facilities to minimize risk to health
workers in patient care areas and staff areas.

Universal source control with face coverings for all, continuous medical masking for health care workers,
and hand hygiene (see section 19) are critical interventions to prevent the spread of COVID-19 in healthcare

6
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settings. These measures have been documented to prevent transmission of COVID-19 to health care
workersti,

With respect to workplace exposures, the CDC defines exposure in the health care setting as a 15-minute
contact with an infected individual without source control or medical masking. See here. Follow WHO or
national guidelines for the management of health workers who were confirmed to be exposed to COVID-19.

What is the difference between isolation and quarantine?

Isolation refers to the practice of separating people who have disease until they are no longer infectious.
Quarantine refers to separating people who have been exposed to an illness so that they do not spread the
disease.

What is an exposure in the health care setting?

With respect to workplace exposures, the CDC defines exposure in the health care setting as cumulative
duration of 15-minutes over a 24-hour period with an infected individual without appropriate PPE or source
control (see here).

WHO or national guidelines should be followed for the management of health workers who were confirmed
to be exposed to COVID-19. The CDC has updated guidance on quarantine based on modeling data which
can be found here .

When should isolation end for HCW who test positive for COVID-19?

Both the WHO and the CDC have recommended time-based criteria for terminating isolation in individuals
who test positive for COVID-19. The updated criteria reflect recent findings that patients whose symptoms
have resolved may still test positive for the SARS-CoV-2 by RT-PCR for many weeks. Despite a positive test
result, these individuals are not likely to be infectious. The CDC advises that health care workers with mild to
moderate illness may return to work 10 days after the appearance of symptoms, as long as they are clinically
improving and are afebrile. Those with severe COVID-19 illness and those who are immunocompromised
require exclusion from the workplace for longer (see here). The WHO has developed detailed guidance on
management of HCW infection; updated 30 October. Of note, they recommend that asymptomatic health
care workers with a positive test may return to work 10 days after their last positive test.

Clinic closures pose a risk to clients and in most cases, an isolated case of COVID-19 should not prompt clinic
closure. Clinic closures may be warranted if there is a cluster of cases, especially if associated with a breach
of infection prevention and control procedures may warrant clinic closure. Staff absenteeism because of
iliness or quarantine due to high risk exposure may also require suspending services until there are
sufficient staff to provide safe and effective care. Please see FAQ (How do we prepare for clinic closures or
disruption of services related to COVID-19?) for suggestions on how to ensure continuity of care should
clinical services be suspended. Guidance on disinfection can be found in the IPC section (here) and the
associated links.

1 Wang X, Ferro EG, Zhou G, Hashimoto D, Bhatt DL. Association Between Universal Masking in a Health Care System and SARS-CoV-
2 Positivity Among Health Care Workers. JAMA: the journal of the American Medical Association. 2020.


https://gcc01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.cdc.gov%2Fcoronavirus%2F2019-ncov%2Fhcp%2Fguidance-risk-assesment-hcp.html&data=04%7C01%7CDominisS%40state.gov%7C7c51af54b450473921f608d87f42679f%7C66cf50745afe48d1a691a12b2121f44b%7C0%7C1%7C637399270473890684%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000&sdata=6oJHe%2Fua5i2xZNOrY%2FaksV7NdZMUMaw4yjFg4DHPn7Y%3D&reserved=0
https://gcc01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fapps.who.int%2Firis%2Fhandle%2F10665%2F331340&data=04%7C01%7CDominisS%40state.gov%7C7c51af54b450473921f608d87f42679f%7C66cf50745afe48d1a691a12b2121f44b%7C0%7C1%7C637399270473900632%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000&sdata=fir7sPE1MKTsJzFC5M8a2iHpDruUJKIo6%2BB8sjYBC%2F8%3D&reserved=0
https://www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-risk-assesment-hcp.html
https://apps.who.int/iris/handle/10665/331340
https://www.cdc.gov/coronavirus/2019-ncov/more/scientific-brief-options-to-reduce-quarantine.html
https://www.who.int/publications/i/item/criteria-for-releasing-covid-19-patients-from-isolation
https://www.cdc.gov/coronavirus/2019-ncov/hcp/disposition-hospitalized-patients.html
https://gcc01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.cdc.gov%2Fcoronavirus%2F2019-ncov%2Fhcp%2Freturn-to-work.html&data=04%7C01%7CDominisS%40state.gov%7C7c51af54b450473921f608d87f42679f%7C66cf50745afe48d1a691a12b2121f44b%7C0%7C1%7C637399270473910589%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000&sdata=ZdWOLR8e6yBizJXgseDmc8F9dOTDEJcZCl%2BlsQ0kKOg%3D&reserved=0
https://www.who.int/publications/i/item/10665-336265
https://gcc01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.who.int%2Fpublications%2Fi%2Fitem%2Fcleaning-and-disinfection-of-environmental-surfaces-inthe-context-of-covid-19&data=04%7C01%7CDominisS%40state.gov%7C7c51af54b450473921f608d87f42679f%7C66cf50745afe48d1a691a12b2121f44b%7C0%7C1%7C637399270473910589%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000&sdata=t50w%2BzR0xNn%2FUuHbbqR5L6J%2BTidBGvS0cAFSaLX8r9k%3D&reserved=0
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What should the role of PEPFAR programs be in ensuring testing of exposed or symptomatic PEPFAR-
supported health care workers for COVID-19?

COVID-19 testing for HCWs exposed to COVID-19 or with symptoms concerning for COVID-19 can be an
important tool in detecting and preventing transmission of COVID-19 in healthcare settings.

Local and national guidelines should be followed for COVID-19 testing, contact tracing and

guarantine. PEPFAR programs can facilitate development and dissemination of guidelines that provide
specific policies on the use of COVID-19 testing in symptomatic and exposed health care workers that are
consistent with published guidance. Where testing is limited, and where there is community transmission
the WHO recommends prioritizing HCW.

If such policies exist but are not being properly implemented at PEPFAR-supported facilities country teams
should discuss with host governments and inform country chairs. This is an evolving area, and the following
documents may be helpful from CDC and WHO.

What training should be provided to PEPFAR HCW to continue to respond to HIV in the context of COVID-19?

PEPFAR-supported HCWs should receive regular refresher training in Infection Prevention and Control (IPC)
to protect themselves and PLHIV patients from COVID-19, TB and other infections. While delivering HIV
services, all HCWs should be equipped to provide COVID-19 risk communications to at-risk populations and
PLHIV. As appropriate to their HIV service delivery role, HCWs should be trained to screen PLHIV and their
household members for COVID-19 & TB and refer based on national guidelines. HCW should be provided
with up-to-date in-country COVID-19 guidance and case referral information (hotlines, facilities, etc.)

During the COVID-19 pandemic, most training for HCWs and other PEPFAR providers, including prevention
and OVC implementers, should be provided virtually using online platforms or printed job aids. In the rare
exception that an OU would like to hold an in-person training during the pandemic, they should have a
strong justification for why the training could not be done virtually. In the setting of escalating community
COVID-19 spread, all in-person trainings should be paused. Country teams and implementing agencies
should be fully aware of planned training events and involved in decision making on whether and how to
most safely proceed. A landscape assessment is currently underway and country and activity-specific
guidance, recommendations, and SOPs will be shared, as available, to assist country teams in their
considerations.

WHO is regularly updating available COVID-19 training here.
What actions - beyond provision and use of PPE - should be taken to safeguard PEPFAR HCW?

PEPFAR programs should continue to follow host country and WHO guidance on minimizing HCW risk of
contracting or spreading COVID-19. Identify opportunities to support HCWs to do their jobs in different,
safer ways. PEPFAR programs should report all continued concerns regarding HCW staff safety and
movement in communities to PEPFAR country staff.

e During continued or new lockdowns, support HCW safety within the communities they serve by
securing authorization from local authorities for continued work, and work with local governments
and civil society to raise awareness in the community, in particular for lay workers such as
community health workers or social workers. Consider introducing a uniform, badge, or other


https://gcc01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.who.int%2Fpublications%2Fi%2Fitem%2Flaboratory-testing-strategy-recommendations-for-covid-19-interim-guidance&data=04%7C01%7CDominisS%40state.gov%7C7c51af54b450473921f608d87f42679f%7C66cf50745afe48d1a691a12b2121f44b%7C0%7C1%7C637399270473910589%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000&sdata=dkcSNbShhuNlqKOMXgw128x0iSquciTD4HtY14VN4CI%3D&reserved=0
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marker to aid law enforcement/community in readily identifying CHWs on official duties and
provide CHWs with documentation of their role and authorization to continue work.

e Inareas with higher COVID-19 transmission, support HCW staff to use transportation methods that
reduce risk of exposure while traveling to and from work, and when delivering services in the
community (i.e. refrain from public transport). Consider introducing a transport stipend or arranging
transport.

e Be aware and sensitive that HCWs may have underlying conditions that may affect their outcomes if
they contract COVID-19, consider offering opportunities for staff to safely and discreetly transition
to roles away from direct service delivery if they are concerned; maintaining privacy and dignity.

e Provide clear guidance to HCWs on OU national policies and applicable international policies that
provide for workplace rights for safety, self-quarantine, and time off for caregiving of sick family
members.

e Continue to support reduced in-person contact for routine administrative tasks, such as using digital
payment mechanisms to ensure continuity of salary and stipend payments.

e Ensure that HCW staff are kept abreast of relevant technical updates on COVID-19.

e The role of community health workers has expanded during the COVID-19 response and has been
widely leveraged to support COVID-19 services. It is critical to safeguard and support these workers,
including though adequate remuneration.

How can the wellness and mental health of the health workforce be protected in a prolonged COVID-
19 environment?

e Working in a prolonged COVID-19 response environment can negatively impact the wellness and
mental health of PEPFAR supported staff. PEPFAR programs should continue to focus on building
PEPFAR supported health workers’ resilience to reduce the risk of burnout and preempt longer term
mental health effects. Ensuring a safe working environment is vital for supporting physical and
mental health. Partners should conduct routine wellness checks on the health workers they support
to determine their emotional and physical well-being and ability to maintain responsive services.
Health workers should be taught skills to increase resilience, such as taking short breaks to calm
anxiety, establishing work routines/rituals, and taking time for self-care and for grieving the loss of
family members and colleagues and friends. Health workers should be given adequate time
between shifts to recuperate. Partners should work to ensure that staff have access to mental
health services and encourage staff to utilize the support. Further resources may be found from
WHO, UNAIDS, NIMH and IASC.

Should PEPFAR-supported healthcare worker (HCW) staffing continue to be reconfigured to maintain
essential HIV services?

Early in the pandemic, a number of PEPFAR HCW clinical staff were repurposed in response to staffing
shortages or because PEPFAR staff’s regular services were paused or delayed. As services resume, PEPFAR-
supported HCWs should continue to deliver the essential HIV services using service delivery teams that may
be rapidly and regularly reconfigured in response to changes in staffing requirements. Consideration should
include health worker needs, the impact of service disruptions from lockdowns, patient demands for more
flexible and virtual services, and community fears and concerns. PEPFAR programs should plan for


https://www.who.int/docs/default-source/coronaviruse/mental-health-considerations.pdf
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additional health worker staffing needs and continued care model provider team reconfiguration, such as
modified roles that may include integrated HIV and COVID-19 services (e.g., COVID-19 screening of PLHIV
when warranted). Staff should continue to be prepared for task-sharing of essential services where allowed
and should work with MOH and policy makers to allow emergency task-shifting where formal task-shifting
policies are not in place. PEPFAR staff whose regular services continue to be paused or delayed (e.g.,
VMMC, roving technical assistance) should continue to be repurposed and redeployed to support essential
HIV clinical services (e.g., treatment services). Rapid training may be required to refresh or build capacity in
new roles. Every effort should be made to retain the health workforce that PEPFAR supports, including
repurposing into new roles to support HIV services for the duration of the pandemic and redesigning how
services are delivered to make it safe for PEPFAR-supported HCW staff to continue.

How should the use of digital applications for virtual/telehealth services continue?

PEPFAR programs have rapidly adopted use of technology to provide virtual services since the onset of the
COVID-19 response. As services reopen, PEPFAR partners should continue to plan for reconfigured service
delivery with use of virtual services to provide HIV services safely for the duration of the pandemic. Health
workers should continue to be supported with the tools, airtime and data required, as well as training and
scripts to use the technologies effectively and protect confidentiality and privacy. PEPFAR programs have
also applied digital applications to provide technical assistance such as supportive supervision and clinical
mentorship to providers across facilities. Continued use of these technologies in lieu of site visits, even
when no longer driven by COVID-19 disruption, is encouraged where these approaches have been effective
and well received by clients. Expanded use of technologies can promote better provider performance,
productivity and collaboration to support client-centered care.

How can client confidentiality and privacy be safeguarded with the increasing use of digital applications
for virtual/telehealth services?

As programs continue to increase their use of technology for virtual/remote patient contact, they should
ensure use of standard processes to safeguard the confidentiality and privacy of clients. Key considerations
for standard operating procedures include:

Ensure virtual technology use is consistent with National Guidelines
Develop standard operating procedures (SOPs) for the HCW’s environment at the time of the
conversation in order to ensure client privacy.

e Confirm with clients their individual preferences (in advance, when possible) on receiving calls,
receiving voicemails, and receiving SMS messages.

e Develop SOPs for what content can be left in voicemails/sent via SMS to clients.

e Verify identity and receive client permission before discussing any health information.

e Before initiating a voice call, always confirm whether the client is in a safe in safe/comfortable
environments to discuss their health care before initiating a conversation about sensitive health
issues.

e Verify identity and receive client permission before discussing any health information.

o Develop guidelines for the HCW’s environment at the time of the conversation in order to ensure
client privacy.
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e Develop guidelines regarding management of audio/video content (e.g. advising HCWSs not to
record/capture any content and developing safe channels for sharing client information).

e Develop guidelines for what content can be left in voicemails/sent via SMS to clients.
Is the provision of health worker hazard pay allowable?

PEPFAR’s stance is that if services cannot be provided safely, they should not be provided. PEPFAR does not
support providing hazard pay to PEPFAR supported health workers, unless a government mandate requires
hazard pay for all at-risk health workers, including those supported by donors, or where such pay is
contractually or otherwise legally required. In such an instance, PEPFAR OUs should consult with the
relevant Agency Headquarters and their Chairs to determine a way forward, considering: the current
compensation of PEPFAR health workers (those whose regular compensation is higher than the sum of the
government pay scale plus hazard payment will not be eligible for additional compensation), the timeline
for introduction and suspension of hazard pay, and the types of health workers/roles that are eligible for
payment. Under no circumstance should PEPFAR-supported workers who are not directly delivering services
receive a hazard pay allowance.

Community meetings and trainings
What community trainings and programming can be done in the setting of COVID-19?

Increases in COVID-19 transmission in several countries have created a need for clearer guidance to steer
ongoing community, group-based training and program implementation activities. Community in this case
includes all non-medical or health facility training and activities outside of health facilities.

For the purpose of this guidance, a group is defined as two or more people from different households.
Community, group-based training includes trainings of individuals who will deliver the program to the end
user (i.e., training of trainers, facilitators, implementers, teachers, mentors). Community program
implementation includes bringing together peers and others (e.g. mentors) to deliver a curriculum,
intervention, or similar activity.

There are 2 critical objectives that need to be balanced that align with the general principles outlined in the
introduction:

e Minimizing the risk of COVID-19 during PEPFAR-supported community activities; and
e Ensuring that the core of community programming moves forward as much as safely possible.

Final decisions about training and program activities should be made on a case-by-case manner by
considering these recommendations as well as the country’s local government policies and U.S. Embassy
protocols. Decisions should be made in collaboration with OU implementing agency leadership, MoH, and
implementing partners. Please refer to the program-area-specific sections of this guidance (e.g. DREAMS,
OV, etc.) for additional information on approval required for virtual training and program
implementation. The OU should follow the most conservative guidance.

In general, training should be conducted virtually whenever possible. It may be that resources can be
allocated for the purchase or use of affordable hardware (e.g., laptops, tablets, and/or smart phones),
phone and/or internet credit, and data packages (e.g., Wi-Fi and hotspots) to enable trainees or
beneficiaries to participate remotely. Programs should work with AORs/CORs, project officers or other

11
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relevant agency budget leads to determine if there are resources available and with Chairs/PPMs to see if
an OPU is required.

The following are requirements for in-person training and program implementation. Programmers should
know that the situation is dynamic; maximum flexibility is required, and mitigation plans should be in place,
should there be a local change in the COVID-19 transmission dynamics.

e |Ps should designate a focal person to oversee infection prevention and control measures, for any in-
person activities (see Infection Prevention and Control section of this guidance here).

e Group size should always fall within local guidance. IPs should consider whether group sizes can be
reduced even further depending on venues, available equipment, and other relevant factors.

e Social distancing of at least 2 meters (or local definition) throughout all activities

e Consistent use of face coverings by all participants and facilitators at all times, except when actively
eating or drinking

e Routine daily symptom and exposure screening should be conducted.
e No singing or shouting is permitted.

e No sharing of laptops or other equipment is permitted.

e Hand sanitizer and/or hand washing facilities must be available.

e Regular cleaning and disinfecting measures must be undertaken.

e |f communal meals and/or tea are served, participants must maintain appropriate distance and may
not share utensils; meals should be packed or served individually.

e Transport of participants to and from the in-person activities should be considered and arrangements
should be made to keep participants as safe as possible (see here).

e Programs should try to avoid lodging participants.

e Gather contact information of everyone involved and create a response plan in case of COVID-19
exposure

Are there specific recommendations for community-based training of trainers (e.g., program facilitators,
instructors, implementers, providers)?

These trainings commonly involve a group of people who meet for multiple hours in the same room across
multiple days or even weeks. This type of event could carry serious risk of transmission among participants
and, therefore, the threshold for considering such an activity during COVID-19 should be very high. The
table below outlines requirements and considerations as OUs make decisions about training of trainers
during COVID-19.

Situational Assessment Requirements Considerations
OU or SNU/Locality e [f fully virtual is not e If IPs must postpone critical in-
prohibiting non-essential possible, postpone person trainings because of COVID-
gatherings and travel due activity. 19, they should promptly notify
to COVID-19 PEPFAR country and HQ teams
(through their ISMEs and agency

12
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budget leads if necessary) so that
program achievement impacts can
be anticipated and tracked.

IPs/OUs should NOT request
exceptions or special permission
from public health authorities in
order to conduct in-person training

OU or SNU/Locality
permitting travel and
gatherings with specific
restrictions

If at all possible, activity
should be fully virtual.

If fully virtual is not
possible, activity may be
in-person and outdoors.

If virtual or outdoor
training are not options,
programs may consider an
in-person indoor training
in a well-ventilated space
(i.e., open air building, or
doors and windows open).

If in-person (outdoors or
indoors), must follow all
COVID-19 safety
precautions and public
health guidance.

Is this a critical training that must
take place now, or can it be
postponed? (e.g. new programming
that can’t begin without the training
and there is no current
programming in place)

If the training cannot be fully virtual
or outdoors, what is the justification
for this?

Can group size be reduced to
maximize safe social distancing?
(e.g., if a group of 20 usually meets,
can this be split into smaller
groups?). If so, teams should
consider the need for additional
staffing or less frequent meetings.

Can group lodging be avoided?

If IPs must postpone critical in-
person trainings because of COVID-
19, they should promptly notify
PEPFAR country and HQ teams
(through their ISMEs and agency
budget leads if necessary) so that
program achievement impacts can
be anticipated and tracked

IPs/OUs should NOT request
exceptions or special permission
from public health authorities in
order to conduct in-person training

What about community-based program implementation for beneficiaries?

This often involves a small group of people who meet weekly and for a short period of time (1-2 hours). This

type of programming is often the center of our community work, and therefore, should be continued if

allowable by local restrictions and the IP is able to meet the requirements laid out on the next page.
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Situational Assessment

Requirements

Considerations

OU or SNU/Locality
prohibiting non-essential
gatherings and travel due
to COVID-19

If activity is amenable to
virtual delivery, then it should
be conducted fully virtual.

Delivery to beneficiaries
within a household (e.g. OVC
home visits) that must take
place, should be conducted
outdoors with COVID-19
safety measures and
assuring confidentiality.

Group activities that must
take place in person should
be deferred.

If in-person, must follow all
COVID-19 safety precautions
and public health guidance.

e The decision to implement virtually

should follow specific program
guidance (e.g., DREAMS and OVC are
not permitted to deliver skills-based
curricula in a fully virtual format; see
the DREAMS section of this
guidance)

If IPs must postpone critical in-
person services because of COVID-
19, they should promptly notify
PEPFAR country and HQ teams
(through their ISMEs and agency
budget leads if necessary) so that
program achievement impacts can
be anticipated and tracked

IPs/OUs should NOT request
exceptions or special permission
from public health authorities in
order to conduct in-person training

OU or SNU/Locality
permitting travel and
gatherings with specific
restrictions

If activity is amenable to
virtual delivery, then it
should be conducted fully
virtual.

If fully virtual is not possible,
activity may be in-person
outdoors.

If virtual or outdoor delivery
are not options, programs
may consider implementing
in-person and indoors in a
well-ventilated space (i.e.,
open air building, or doors
and windows open).

If in-person (outdoors or
indoors), must follow all
COVID-19 safety precautions
and public health guidance.

The decision to implement virtually
should follow specific program
guidance (e.g., DREAMS and OVC are
not permitted to deliver skills-based
curricula in a fully virtual format)

Can group size be reduced to
maximize safe social distancing?
(e.g., if a group of 20 usually meets,
can this be split into smaller
groups?). If so, teams should
consider the need for additional
staffing or less frequent meetings.

14



Yellow highlight indicates an addition within the past week. 5/6/2021

6. HIV Treatment

What is most important for PEPFAR teams to implement at this time?

Key principles for the PEPFAR response to COVID include high quality clinical care, continuity of ART therapy
and accelerated decongestion of health facilities to minimize transmission of COVID-19 and protect PLHIV.
Separation of clinical services and drug delivery will allow individuals to have the supplies they need for
treatment and provides streamlined access care when appropriate and necessary. The critical intervention
for all programs and individuals is to accelerate and complete scale-up of 3-6 multi-month dispensing
(MMD) of ART and decentralized distribution for all PLHIV including PBFW and children. If there are any
barriers to MMD (such as sufficient ARV availability) implementation, programs should alert their S/GAC
Chair and PPM and USAID immediately for advice and assistance and should immediately quantify the
increased ARV needs to scale up MMD. USAID is working with PSM to consider the additional quantities
that may be required beyond the amount budgeted in COPs; and additional PEPFAR funding to roll out
MMD at a broader scale will need to be considered by S/GAC before additional TLD is procured to support a
rapid implementation of MMD

How wiill clinical services for PLHIV be affected?

Guidance for continuation of essential medical service may be found here. Ensuring and maintaining HIV
viral load suppression should be considered an essential medical service for PLHIV. Please see laboratory
section for suggested prioritization of viral load testing. Routine viral load monitoring in stable patients may
be delayed based on local circumstances.

Can clients initiating ART receive multi-month dispensing?

PEPFAR recommends that ALL PLHIV who are starting ART receive at least 3 but preferably 6 months of
drugs. Phone or electronic follow-up may be helpful to assess and support adherence and to assess and
manage side effects. Evidence from cohort studies indicate that <5% of clients initiating ART will require a
change in ARV regimen in the first 6 months of treatment. Two forms of contact, as recommended in the
COP 20 guidance, should be obtained in all PLHIV, especially in ART initiators.

Can ART initiation in newly HIV diagnosed be delayed in those who are also either suspected or confirmed
to have COVID 19?

No. COVID-19 should not delay ART initiation.
How do we prepare for clinic closures or disruption of services related to COVID-19?

To prepare clinics for potential closure due to COVID-19 pandemic, the following steps should be taken
aligning with local context and guidance:

e Develop a complete client list with contact details.
e Make the client list available to key clinic staff.

e Ensure databases are backed up and encrypted.

e Secure paper patient records, where applicable.

e Contact clients and provide instructions for medical emergencies and medication refills.
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o Post these instructions for medical emergencies and medication refills at the clinicand as an
outgoing message for the clinic telephone.

o Coordinate with MOH public address announcements providing guidance on what to do for
medical emergencies, medication refills, and medical hotlines for advice and assistance
during clinic closures.

e Ensure that facility and community partners are aware of clinic closure. If possible, continue to
provide virtual support to OVC and other vulnerable clients.

What about clients coming to clinic who usually receive their medication elsewhere?

These clients, regardless of their citizenship or immigration status, should be provided medication. Please
note that they should not be counted as TX_NEW.

What should | do about individuals who are on our books but have not accessed meds in in the last
3 to 6 months?

Every effort should be made now to trace individuals who have been lost to follow-up and provide them
with the package of care and treatment that they require before COVID-19 disruptions worsen. This is a
core principle of COP20 and section 6.1.2 of the COP20 guidance contains tools for tracking and tracing
which may be adapted for use in the current environment. The HRH section of this document provides
additional considerations for ensuring home visits are safe.

What about individuals who are returning to care after having been out of care for a year or more?

These individuals should have a CD4 performed to assess eligibility for the advanced disease package of
care. If clinically unwell, these individuals should at least receive cotrimoxazole as well as prompt initiation
of ART. If a CD4 cannot be performed, consideration should be given to providing the individual with
cotrimoxazole until a CD4 count can be obtained. If TB screen is negative, TPT may be provided if
appropriate. Please see updated recommendations on individuals with advanced disease.

What if PEPFAR’s recommendations for adapting HIV services in the context of COVID-19 do not align
with local policy?

PEPFAR operates in partnership with the host government, and under Chief of Mission authority. PEPFAR
country teams are urged to work promptly and closely with national governments to effect changes in
policy that will allow uninterrupted essential HIV services to children, adolescents, pregnant and
breastfeeding women, and adults while minimizing potential exposures to COVID-19.

Can clients still be counted as “TX_CURR” they are getting ARVs delivered but only having phone (or other
virtual) contact with program staff instead of clinic visits?

Programs can continue to count clients on ART towards TX_CURR if the client is not more than 28 days from
when, based on the last delivery, their ARVs would be expected to run out. Programs should continue to be
available to serve clients on ART, but the interaction does not have to include in-person contact. Please see

MER guide for definitions of TX_CURR and TX_ML.

We have stock of TLE in country. TLD rollout is underway, but we are having issues with supply. We also
have EFV 200 in country. LPV/r pellet and granule rollout is underway but supply has been challenging.

How should we prioritize treatment?
16



Yellow highlight indicates an addition within the past week. 5/6/2021

PEPFAR prioritizes continuity of therapy for recipients of care. Countries should carefully evaluate stock on
hand and projected availability to determine the best options for all PLHIV, either transitioning to newer
regimens or maintaining on current regimens. If an individual is stable on the current regimen and stock is
available, irrespective of bottle size, it may be reasonable to continue the current regimen, with a plan to
transition to optimized regimens (TLD, ped LPVr) in the future where appropriate.

The ongoing shortage of LPV/r 200/50 has been affected by COVID-19 and we expect to run out of LPV/r
in mid-August. What should we do?

For adults on LPV/r, dolutegravir is the preferred alternative; either as TLD or as DTG with alternate

NRTIS. ATV/r may be used for patients who are intolerant of or otherwise medically unable to use TLD or
DTG. Both DTG and ATV/r are significantly less expensive than LPVr 200/50 based regimens. Due to
ongoing shortages of LPV/r 100/25 mg tablets and 40/10 mg pellets/granules and lack of available
alternative regimens, these pediatric LPV/r formulations should not be considered as substitutes for adults
on LPV/r 200/50 mg tablets.

How can the impact of COVID-19 be minimized for PLHIV supported by PEPFAR?

The critical intervention for all programs and individuals is to accelerate and complete scale-up of 3 to 6-
month dispensing of ART and decentralized distribution.

What changes should be considered for adjusting the model of service provisions for PLHIV?

e The overarching goal is to minimize exposure to COVID-19 at healthcare facilities and reduce the
burden on these facilities.

e Health facilities should optimize clinic spaces in order to minimize potential exposure to COVID-
19. Individuals with proven or suspected COVID-19 should be separated from where care is
provided to other clients. Dedicated HIV clinic spaces where they do not already exist may be
useful in accomplishing this goal.

e Through phone calls or SMS, facilities staff should proactively communicate with HIV clients using
positive messaging about the need to stay healthy.

e Clients should preferentially receive their drug supplies outside of the health facility. These
options may be used for dispensing ARV for any duration (for 1 month, 3 month or 6-month pick-
ups), PreP, HIV self-tests and other medicines already being supplied for chronic conditions
(including drugs for hypertension, diabetes, etc.). Decentralized distribution approaches include:

o Home deliveries: through peer-run groups OR private delivery mechanisms that maximize social
distancing and respect client’s privacy.

o Community or private pharmacies: with scheduled pick-up times to maximize social distancing.

o Pop-up pharmacy: that provide additional infrastructure in remote areas outside hospital or
clinic settings with pick-up windows that are configured to ensure social distancing.

o Automated lockers: provide additional infrastructure outside hospital or clinic settings for drug
pick-ups.
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o Community pickup: through community structures such as schools, churches/FBOs, post offices
or KP-focused sites

e Where countries are moving towards limiting movement, due to COVID-19, countries will need to
work with law enforcement, national militaries, and other officials to:

o Ensure importation and transport of health commodities is not interrupted

o Designate health commodity logistics, warehousing, and distribution (e.g. last mile delivery)
operations - including private sector providers - as exempted activity and related personnel as
essential personnel

o Ensure that decentralized distribution approaches are permitted

e If OUs have significant movement restriction and/or high absenteeism amongst HCW,
alternatives to face-to-face care provision should be considered, including the use of phone
consultations.

Given the priority on reducing non-essential visits to health facilities to limit COVID-2 exposure among
PLHIV coupled with known adherence challenges among Adolescent and Youth living with HIV (A/YLHIV),
what are the recommendations for peer support groups and mentoring for A/YLHIV?

To the extent possible, and in line with host country guidelines, please ensure that peer support groups,
one-on-one peer support, and treatment literacy activities are maintained virtually and ideally at the same
frequency that they would normally meet. Adherence group meetings and one-on-one peer support can
convene over the phone, SMS, through WhatsApp, or through other social media platforms that
adolescents find acceptable, accessible, and can protect confidentiality. One-on-one virtual check-ins should
be conducted for appointments and ART/MMD pick-up scheduling.

If staff/resources are limited, the highest risk A/YLHIV should be prioritized, including those with high viral
load, newly initiated on ART, that are pregnant and breastfeeding, at risk for treatment disruption (running
out of ARVs at home), and those with mental health or psychosocial challenges. Adolescents without
personal phones can consent for their caregivers to be engaged and are encouraged to identify an
accessible phone when possible. To the extent possible, incorporate COVID-19 prevention messaging per
host country MOH guidelines and resources into the adherence group meetings and one-on-one check-ins.

Please ensure that youth peer leaders and facilitators have adequate resources, including airtime and/or
data, to continue performing these functions. (See here).

Children may have stressful reactions to COVID-19. How can they be supported?

Children may respond to difficult/unsettling situations in different ways: clinging to caregivers, feeling
anxious, withdrawing, feeling angry or agitated, having nightmares, bedwetting, frequent mood-changes,
etc. Children usually feel relieved if they are able to express and communicate their disturbing feelings in a
safe and supportive environment. With assistance, children can find positive ways to express disturbing
feelings. Children need adults’ love and often more dedicated attention during difficult times. Children
often take their emotional cues from the important adults in their lives, so how adults respond to the crisis
is very important.

Techniques that can be used:
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e Keep regular routines and schedules as much as possible or help create new ones in a new
environment

e Provide facts about what is going on and give clear child-friendly information about how to
reduce risk of infection and stay safe in words they can understand

e Demonstrate to children how they can keep themselves safe (e.g., show them effective
handwashing).

e Provide information about what has happened or could happen in a reassuring, honest and age-
appropriate way

e Support adults/caregivers with activities for children during home isolation/quarantine.

One-page tips for parents that cover topics like managing stress, and talking about COVID-19 can be found
at “Parenting in the Time of COVID-19”.

What changes in the clinic flow should be made to protect patients and HCW?

Waiting rooms can be a source of transmission for respiratory illness. Despite measures to maximally
reduce the number of PLHIV coming for in-person facility visits, some visits will be necessary.

Consider staggering clinical appointments to avoid crowding and streamlining clinic flow so PLHIV do not
interact with multiple HCW (e.g. avoiding multiple points of contact between PLHIV and HCW).

Optimizing space to reduce close contact may be helpful. HIV patients should be seen in clinics that are
dedicated spaces for HIV treatment services.

What is the role of ARVs in the treatment of COVID-19?

There is no evidence that ARV drugs have any activity or role in treating COVID-19 infections ARVs including
Lopinavir/r? and, more recently, tenofovir disoproxil fumarate (TDF)? have been studied for potential role in
treatment of COVID-19 but there is no strong or consistent evidence supporting efficacy. Accurate
messaging to prevent diversion of ARVs should be provided.

How can the most vulnerable patients be protected?

Older age and presence of uncontrolled comorbidities such as obesity, hypertension, diabetes and heart
disease pose a higher risk for COVID-19 morbidity and mortality. All efforts should be made to streamline
health services for older individuals living with HIV (>age 50), PLHIV with advanced disease, and those with
co-morbidities. Programs should be sensiti